Evidence-based interventions often need to be adapted to maximize their implementation potential in low-to middle-income countries. A single-arm feasibility study was conducted to determine the feasibility and acceptability of a telephone-delivered, nurse-led, symptom management intervention for adults undergoing chemotherapy in Honduras. Over the course of 6 months, nurses engaged 25 patients undergoing chemotherapy in the intervention.
Globally, there are many practice guidelines and a robust evidence base for symptom management (National Comprehensive Cancer Network, 2016) . Palliative care, of which symptom management is an important component, has been shown to improve quality of life and reduce symptom burden (Haun et al., 2017; Kavalieratos et al., 2016) . Honduras is one of the most underdeveloped countries in Latin America in terms of the capacity to deliver palliative care (Pastrana, Torres-Vigil, & De Lima, 2014) . With no national guidelines or standards for palliative care, many patients lack access to providers who would be able to guide them in effective symptom management (Sheldon, Dahlin, Maingi, & Sanchez, 2017) . It is not uncommon for Honduran patients to turn to tea or herbal remedies purchased outside the health care system to address their health issues (Catalino, 2015) .
Honduran nurses have identified symptom management as a priority area for continuing education (Sheldon et al., 2013) . While training is important, a lack of education is not the only barrier to effective symptom management in Honduras. Hondurans being treated for cancer may need to travel long distances, sometimes by foot, to receive cancer treatment at busy clinics that are not able to accommodate appointments for symptom management. Whether near to or far from the clinic, patients who experience high symptom burden may find it difficult to return to the clinic for cancer treatment. One potential way to help lower patients' symptom burden without necessitating a clinic visit would be to implement a nurse-led, evidence-based, telephonedelivered symptom management intervention.
A recent meta-analysis indicated nurse-led, telephone-delivered interventions can result in a moderate reduction of cancer symptoms and treatment side effects (Suh & Lee, 2017) . One such evidence-based intervention is the ENABLE (Educate, Nurture, Advise, Before Life Ends) supportive care intervention, originally developed for adults with advanced cancer (Bakitas et al., 2009; Bakitas et al., 2015) . One ENABLE module is devoted to symptom management. The ENABLE program builds upon nurses' existing skill set regarding symptom assessment and uses standardized manuals to structure the education process and intervention delivery. The ENABLE module was selected for this project because the standardized format provided a simple and straightforward way to both educate nurses in symptom management content and foster patients' own symptom management via telephone.
Purpose
To successfully use an evidence-based intervention in a new setting, it must reflect local norms and resources and be implemented in a sustainable fashion. We conducted a feasibility study to explore the degree to which we could implement an ENABLE-based symptom management intervention at La Liga Contra el Cáncer in San Pedro Sula, Honduras. The study was part of a larger program of research by our international research team where findings in basic and clinical research are used to not only address local problems but also to spur innovation and identify implementation strategies that can be utilized in any environment where access to care is a problem.
For this feasibility study, we used the Consolidated Framework for Implementation Research (CFIR; Damschroder et al., 2009 ) to guide a process evaluation (Bauer, Damschroder, Hagedorn, Smith, & Kilbourne, 2015) of an adaptation and implementation of the ENABLE-based intervention. We chose the CFIR because it offers a typology to classify features of the intervention, staff, and setting that can hinder or support implementation and allows us to organize our data in a way that generated insights that could direct future implementation research. We collected both qualitative (e.g., semi-structured interviews, field notes) and quantitative data (e.g., session number, length) to provide a variety of information with which to evaluate the feasibility implementing the intervention.
Our primary aim was to evaluate the feasibility of delivering the intervention via telephone to patients with various solid tumors receiving chemotherapy. We wanted the nurses to have abundant opportunity to practice using the intervention. As such, a single-arm study design was used to answer the following questions:
• • To what degree will patients enroll in the study and complete the telephone sessions? • • What symptoms do patients want to address within the program?
• • Do the patients and nurses perceive the telephone sessions to be helpful in managing symptoms and how can they be improved?
Method

Research Team and Ethical Review
The study was designed collaboratively by the international research team over face-to-face visits (the site principal investigator [PI; S.B.] from Honduras came to the United States and the project manager [L.K.] from the United States went to Honduras) supplemented by email correspondence. A research intern from Dartmouth College (M.E.F.) traveled to Honduras for 6 weeks to operationalize the study procedures, culturally tailor the intervention, and train the nurses in its delivery. This research intern was a North American medical student who had experience as an oncology nurse and had previously lived in Honduras for a year. The study was approved by the Dartmouth College Committee for the Protection of Human Subjects and the Universidad Católica de Honduras Ethics Committee. All patient participants engaged in informed consent and signed a document affirming their consent to participate. The nurses who delivered the intervention also documented their informed consent to being interviewed during and after the project to solicit their impressions of the intervention and opportunities for improvement.
Participants
Patients who were over the age of 18 and were beginning a chemotherapy regimen to treat any solid or hematological cancer at La Liga Contra el Cáncer in San Pedro Sula, Honduras, were eligible for the study. While there is no specific algorithm for determining the required sample size for a feasibility study, the median number of participants per study condition within publicly funded studies is 25 (Billingham, Whitehead, & Julious, 2013) . Our previous experience with pilot studies suggested that 25 participants would provide sufficient practice with delivering the intervention (Lyons, Erickson, & Hegel, 2012; Lyons et al., 2015; Lyons, Newman, Adachi-Mejia, Whipple, & Hegel, 2018) .
The Intervention
The ENABLE approach attempts to preemptively identify and manage common symptoms before serious complications result. The session format was based upon the symptom management chapter of the ENABLE supportive care intervention that has been described elsewhere (Bakitas et al., 2009; Bakitas et al., 2015) . The chapter contains information about 16 symptoms experienced by people undergoing cancer treatment. For each symptom, the chapter describes the symptom, the management strategies that could be used by participants, and indications of when the participant or nurse should contact the oncologist about the symptom.
The nurses used the session format listed in Table 1 to identify participants' troubling symptoms and strategies for managing the symptoms. We made three adaptations to the original ENABLE procedures. First, the team decided to have nurses call participants twice a week over the course of their chemotherapy treatment (as opposed to the once-a-week shifting to once-a-month schedule used for ENABLE participants living with advanced cancer). This was done because we wanted to maximize the chance of engaging patients and managing symptoms before they became large or intractable problems. Second, the symptom management chapter was used by the nurses and not given to the participants. This decision was made because of the varying levels of literacy in the patient population. Finally, the intervention was adapted so that the last step of each telephone session was to review and confirm the next cancer treatment appointment. This was included because the clinic does not have a system to remind people to attend follow-up appointments, and many patients missed appointments. The proactive phone calls were seen as a way to ensure that participants understood and were prepared to return for their cancer treatment. In preparation for using the chapter as the educational resource for the Honduran nurses who would be telephoning the participants, we translated the symptom management chapter into Spanish using Google translation. The translation was proofed and edited by the bilingual site PI (S.B.) who compared the translation in Spanish with the English original. The bilingual research intern (M.E.F.) used the nurses' feedback to revise the translation to ensure that it was clear and accurate and that the strategies included were available to patients in Honduras.
Setting and Training of Nurses
The study was conducted at La Liga Contra el Cáncer, a nongovernmental organization with a hospital-based service. Over 7,000 new patients are seen at La Liga each year. Chemotherapy is administered on an outpatient basis.
The research intern spent 6 weeks in Honduras, with the main tasks of refining the chapter to reflect typical local resources and training the nurses in its use. Three nurses were initially selected for training to deliver the intervention (although one was unable to actually perform any calls due to a shift in work responsibilities) and a fourth was added near the end of the study to handle the increasing workload.
The research intern provided 17.5 hr of training over 4 weeks. Ten sessions focused on reviewing the symptom management chapter and training nurses to follow the intervention procedures (see Table 1 ) and document the telephone calls. Four sessions involved role-playing in a group. Each nurse role-played at least two sessions before conducting their first call. The research intern collaborated with the nurses and supervising physician to create a standard operating procedure for when nurses should contact the treating oncologist to discuss problems raised by participants. The research intern, nurses, and supervising physician (D.Z.) listened to these first few calls as they were made and debriefed as a group after the call.
Data Collection
All paper participant files were kept within a locked office in the clinic, and electronic files were password-protected and accessible only to study personnel. All quantitative and qualitative data were labeled with a study identification number, and no protected health information or identifiable data were transmitted to the Dartmouth site for analysis.
Recruitment data. A recruitment spreadsheet was used to track patients who were invited to participate, detailing those who enrolled, declined to enroll, and withdrew from the study. Age, years of education, race and ethnicity, employment status, and disease site were reported by participants. Disease site and stage and gender were confirmed via medical record review.
Session data. Nurses kept a paper log detailing the date of each attempt to contact a participant by telephone. They recorded the primary and secondary symptoms that were discussed in the session and used a free text field to elaborate on what the participant was experiencing. Nurses recorded whether the participant used a strategy identified in a previous session and whether the participant felt that the strategy produced relief (yes/no). A bilingual research staff member in Honduras translated and transcribed the data into an Excel spreadsheet, with each participant only identified by a study identification number.
Qualitative feedback regarding the intervention and study implementation. Both the PI (K.D.L.) and the research intern who trained the nurses (M.E.F.) kept field notes during study implementation. The field notes summarized conversations via email and weekly telephone calls between the research intern and the PI. The field notes recorded challenges that arose, decisions made in response, and conversations within the research team and between the research team and the clinical staff (e.g., the director of the clinic, the oncologists referring patients to the study).
In-person interviews were conducted in Spanish with a subset of participants and nurses at two points in the study. The research intern interviewed the nurses at the start of the study when they were beginning to implement the intervention. At the end of the study, the site PI reinterviewed the nurses. The semi-structured interview followed a guide that asked about impressions of the intervention, examples of how the program did or did not help to address participant problems, the timing and frequency of sessions, and suggestions for improvement (e.g., "Can you give me an example of a phone call that you thought was really helpful, that is to say, a time it worked well? Can you give me an example of a phone call that you thought wasn't that helpful-maybe it didn't help the person or examples of when someone didn't need or want a call?").
The site PI also interviewed a convenience sample of the final eight participants who finished the intervention as the study ended (sometimes in person and sometimes by telephone). The semi-structured interview used a guide that asked about impressions of the length and topics of the telephone calls (e.g., "What did you like about the calls? What did you dislike about the calls? Are there other things you think the nurse could ask during the phone calls that would help you more?"). The answers to the interview questions were written in Spanish during the interview and translated into English by bilingual members of the research team.
Analysis
There were three sources of data to analyze: (a) the recruitment spreadsheet tallying enrollment activities and participant demographics, (b) the session spreadsheet documenting the telephone sessions, and (c) the interview notes and field notes. Descriptive statistics (frequencies and proportions) were used to summarize the recruitment data, participant demographics (using mean and standard deviation for age and years of education), and session data.
We used the CFIR as an organizing framework for the qualitative analysis because it provides a comprehensive and pragmatic typology for identifying and describing constructs that can affect the implementation of interventions within a given setting (Damschroder et al., 2009) . CFIR was developed to integrate the disparate and overlapping theories and constructs in implementation science and was explicitly designed with the goal of aiding evaluations within implementation studies. The five main domains of CFIR include intervention characteristics, outer setting, inner setting, characteristics of individuals, and processes. The last author repeatedly read the qualitative data (i.e., interview notes and field notes) and coded each fragment of data according to these five main CFIR constructs that were identified a priori. A senior research team member with expertise in implementation science (M.L.B.) reviewed the coded data and confirmed that each textual fragment was appropriately coded as to describing perceptions or suggestions that reflected one or more of the five main CFIR constructs. The two team members then summarized the insights generated within these five constructs according to how the findings could inform and maximize the efficiency and potential potency of future implementation of the intervention. Exemplars demonstrating this process and the links between data, codes, insights, and recommendations are found in Table 2 .
Results
Recruitment Statistics and Participant Characteristics
The study was open for enrollment for 44 days at which time the target sample of 25 participants was achieved. Twenty-six patients were informed of the study and invited to participate. One male did not enroll as he had hearing loss and felt he would not be able to talk comfortably on the telephone. Of the 25 enrollees, two participants subsequently withdrew from the study, reporting that they did not want to receive the telephone calls anymore. One participant died during the course of the study, and two participants discontinued the intervention when they were transferred to another facility for treatment. Participant characteristics (N = 25) are presented in Table 3 . The sample was primarily female, and almost two thirds had gynecologic cancers. The majority (68%) reported that they were not working at the time they started their cancer treatment.
Sessions
The nurses documented a total of 406 attempts to contact the 25 participants, with each participant receiving an average of 16.2 attempts (SD = 8.0, range = 2-28). For 283 (70%) of those attempted calls, the nurses reached the participant and completed a session. This is less than the initial target of 24 calls per participant (i.e., twice weekly calls for the 12 weeks of treatment), but reflects the attempt to contact participants at least weekly. Table 4 contains information about the primary topic of the completed telephone sessions (n = 283). Collectively, the participants discussed 24 different types of symptoms. The most commonly discussed problems and symptoms were pain (12%), nausea (7%), constipation (5%), and fatigue (4%). In 119 (42%) of the telephone sessions, the participants did not have any symptoms they wished to discuss. Of note, there were 10 symptoms brought up during the sessions that did not have corresponding content in the ENABLE chapter. While most were discussed only once or twice (dysuria, allergic reaction, redness in eyes, gas, hypertension, and parathesia), four symptoms were discussed on five or more occasions (cytopenia, weakness, bleeding or discharge, and cough).
Participants most often only identified and discussed one symptom or side effect per session, with only 13 (5%) sessions addressing more than one symptom. However, there were only three sessions (each with a different participant) where the nurse formally used the manual and structure to address a second symptom, suggesting that usually the second symptom was mentioned but not formally assessed and addressed.
There were 62 (38%) documented occasions when the participant reported using a symptom management strategy that was identified and discussed in an earlier call. On 39 (63%) of those occasions, they reported that the strategy was helpful in providing sufficient relief. 
Qualitative Data Regarding Implementation
Intervention characteristics. CFIR encourages researchers to consider the characteristics of the intervention that influence perceptions and delivery of the intervention within a certain setting. In general, the participants and the nurses had a favorable view of the intervention, with the nurses reporting that it was an improvement over usual care. In particular, the nurses appreciated that the chapter gave them language to use to describe symptom etiology and management strategies with patients. Participants also seemed to appreciate this, reporting that nurses were "precise," clear, and understandable when giving explanations and suggestions. Participants reported appreciation of the attention from the nurses and felt encouraged by the nurse to "take better care" of themselves. Most participants explicitly stated that they hoped the program would continue and be offered to other patients. When interviewed, all nurses and many participants were able to identify situations when a strategy helped to resolve a symptom. One nurse thought the intervention was particularly helpful for people living alone. The nurses felt that the intervention was helping participants complete chemotherapy. While we hoped that the intervention would increase treatment adherence by effectively managing symptoms, the nurses reported that the last step of the session where they confirmed the next clinic appointment appeared to reduce missed appointments. Many times participants were unsure of when to return to the clinic, so even when they did not have symptoms to discuss, the phone calls were a good opportunity to confirm the next step of treatment.
Nurses and participants also identified some drawbacks to the intervention that limited its appeal. The intervention was designed to attempt to contact participants twice a week with the goal of preemptively identifying and managing symptoms before they became intractable problems. The nurses and doctors appreciated that approach but felt that in the future more calls may be needed for people with more symptoms or speculated that it would be more practical to only call patients during weeks when side effects of treatment would be expected to peak. Conversely, the nurses reported that some participants did not like discussing their symptoms nor did they like being called frequently for these conversations. A participant indicated that being able to call the nurse directly (instead of waiting for a call) would be desirable.
The qualitative data suggested that the intervention's complexity made it somewhat difficult to implement. First, the intervention required tasks that the nurses were unaccustomed to doing in their daily workload. The nurses were not used to eliciting information from patients regarding symptoms and teaching patients about symptom management. They also were not used to writing notes; therefore, documenting the sessions was a new skill. As designed, each telephone session had at least four steps (if the participant reported no symptoms) and up to nine steps (if the participant reported two symptoms or needed to be called back after the nurse consulted with the doctor). Both doctors and nurses felt that the nurses had the knowledge and ability to deliver the intervention, but this degree of complexity demanded training and practice of skills before they could comfortably deliver the intervention.
Outer setting. The outer setting construct within CFIR refers to the environment outside of an organization that will influence adoption and uptake of new interventions. The feedback from staff and participants helped us to understand the outer setting by illustrating the perceived and reported needs of the patient population served by the clinic. Opportunities for improvement of the intervention generally revolved around the timing of the calls and the mechanics of a telephone-delivered intervention. Participants and nurses both reported that calling at an acceptable time was a challenge; participants were often napping or busy when the nurse called, even if the timing was determined jointly at the previous phone call. While all participants had access to a telephone, cell phones were often turned off or not charged, so reaching participants was difficult and could be frustrating for both participants and nurses. One participant also reported that while she appreciated the calls, she sometimes did not have the money to do what was suggested for symptom management.
During training, the nurses also reported that interactions with family members were important to consider in implementation. They reported that typically in cancer care, family members accompany patients to clinical visits and often want to speak on behalf of the patient. They asked for strategies to address this concern. Later, when delivering the intervention, family members were also sometimes "gate keepers" who answered the telephone and controlled access to the participant. One nurse reported her most challenging experience was with the wife of a participant who became jealous about the (male) patient's contact with the nurse.
Inner setting. The inner setting construct within CFIR refers to the structures, culture, and climate within an organization. One of the most difficult issues in implementing the intervention related to the available clinic resources. The study purchased a dedicated mobile telephone; however, the nurses sat at a desk in the middle of the chemotherapy infusion room and they did not have established protected time to complete the telephone calls. These two factors created an implementation challenge in that there was reduced privacy for the calls and increased potential for being enlisted to return to the clinic for help if clinic demands were high. This was not anticipated at the start of the study; the initial plan was to conduct the telephone sessions after the clinic was closed to outpatients. However, the initial plan was altered over time because some participants wanted to be called in the morning and the nurses often wanted the opportunity to consult with the doctors in the case of intractable or concerning symptoms. If the nurses waited until afternoon when the oncologists were not in the building, they had to seek out the hospitalist who was not involved in the participant's care. This increased the hospitalist's workload and did not contribute to continuity of care.
Even when the nurses had time to make the telephone calls during their usual work routine, they often had trouble documenting the call in the study log. They suggested using computers to directly enter the data as opposed to paper logs that needed to be transcribed into the computer at a later time. On the positive side, they appreciated the opportunity to develop their nursing skills and connect with their patients. However, the nurses felt that in any future implementation they would need to have an explicitly redesigned job description and reduced workload to accommodate the calls and documentation.
Regarding the perceptions and input of providers and leadership outside of the research team, the nurses reported that it was sometimes difficult to engage the physicians in the process and solicit their input on strategies for intractable side effects. One physician told a nurse that the intervention was increasing the physician's workload. The leadership of the clinic was supportive of the project and asked whether the intervention could be delivered by the customer service staff instead of clinical nurses.
Characteristics of individuals.
The fourth construct of CFIR involves the attitudes, knowledge, self-efficacy, and other attributes of individuals within an organization attempting to adopt a new intervention. The interviewed participants all had positive feedback regarding the nurses, reporting that they were precise and helpful. The nurses indicated that they found it satisfying to talk with the patients and develop trust and rapport. The physicians felt confident that the nurses had the skill and knowledge to perform the intervention, although their perception was that the nurses were "letting the patients talk for a long time."
Process. Within CFIR, process variables reflect formal or informal roles and activities that facilitate change and intervention adoption within an organization (Damschroder et al., 2009 ). There were two essential people on the team without whom the project could not have been initiated. The site PI was the local "champion." In implementation science, a champion is an individual who not only endorses the importance of the project but also reduces barriers and overcomes resistance to change. The site PI identified the need for the study and participated in the design and oversaw the execution, including choosing the staff and overseeing that implementation would continue.
The research intern who trained the nurses served as an "external change agent," that is, an "outsider" to the organization who was fluent in Spanish, had oncology nursing expertise, and whose role was to train the nurses and encourage them to adopt and culturally tailor the intervention. Within the training, the use of group didactic and role-playing sessions and a development of the "train the trainer" component were important process elements that helped maximize the usefulness of the training. Having the group listen to the first call and debrief and problem-solve as a group were also seen as helpful techniques. Spending 6 weeks full-time in the setting offered useful prolonged engagement so that rapport was established and the nurses continued to keep in touch with the trainer long after she had returned to the United States.
Discussion
This study was designed to evaluate the feasibility and acceptability of adapting and implementing a telephone-delivered symptom management intervention in Honduras. Overall, both participants and staff were supportive of the study activities. The target sample of 25 participants was enrolled in less than 3 months, and only two people (8%) formally withdrew from the study due to lack of interest.
Both the qualitative and quantitative data suggest that it may be impractical to reach participants twice a week. This target is more than the average number of sessions of the interventions included in a meta-analysis of telephonedelivered, nurse-led interventions (mean = 6.2, range = 1-27) (Suh & Lee, 2017) . Indeed, only one (Traeger et al., 2015) of the 16 trials included in the afore-mentioned meta-analysis contacted participants more than weekly. Given that nurses were placing the phone calls in addition to fulfilling their other work tasks, they were not always able to reach patients at a time that the patients deemed convenient. Missing sessions is a common problem even in highly resourced studies of telephone-delivered supportive care interventions, and the ability of participants to initiate contact with nurses is often suggested as an important patient-centered option (Suh & Lee, 2017) .
Although family members were not enrolled in this feasibility study, their participation may be important in future implementation of the intervention. The nurses often spoke to family members answering the telephone, and it would be practical and logical to involve them in the symptom management conversations if patients were agreeable to that. Involving family members in this type of supportive care reflects the philosophy of palliative care that identifies the family as the target of intervention (World Health Organization, 2007) . The ENABLE intervention also has a component that works directly with caregivers to promote problem solving and symptom management (Dionne-Odom et al., 2015) , and this component might be a valuable component to use in conjunction with the symptom management module.
The participants used the telephone calls to discuss a wide variety of symptoms and side effects. The intervention appeared to be helpful for participants who utilized a symptom management technique, as almost two thirds of them reported some relief. Notably, there were 10 symptoms or side effects raised in the telephone sessions that did not have corresponding content in the symptom management chapter. Five of them (weakness, bleeding/discharge, cough, cytopenia, and dysuria) were mentioned by more than one participant. As such, it may be helpful to revise the materials to include content on these topics. One third of the 24 reported symptoms was discussed by only one person. The diversity in the reported symptoms may be related to the decision to include patients with various cancer diagnoses and chemotherapy regimens. However, it also suggests that a tailored intervention is important and necessary for this population, as opposed to an intervention that focuses on the most commonly reported symptoms of pain or fatigue. Tailoring to patient need is an important feature that can boost the potency and effectiveness of symptom management interventions (Suh & Lee, 2017) .
While a tailored intervention may be desirable, it demands a level of complexity that affects implementation potential. The training program was intensive, involving a research intern who spent 6 weeks on site and conducted over 17 hr of training in four of those weeks. This intensity is likely needed when introducing content and skills that are not typically part of the trainee's usual workload. Furthermore, while some aspects of the training were didactic and, in the future, could be delivered via prerecorded video, the role-playing and debriefing aspects were seen as necessary components that facilitated nurses' proficiency in intervention delivery. The logistics of participating in training were not seamless (e.g., training sessions sometimes needed to be rescheduled, one nurse was unable to continue the training due to staffing assignments), but were likely facilitated by the presence of a research intern who coordinated the process. The implementation process was more difficult, as the intern was no longer at the clinic and the nurses had little external impetus and support to carve out time to make the telephone calls.
The nurses felt that to continue the project they would need a semi-private space to make the calls and an adjusted workload that reflects the shared priority for this intervention. Other implementation studies of ENABLE likewise indicate that identifying dedicated personnel with adjusted workloads is an important facilitator of successful implementation (Zubkoff et al., 2018) . Streamlined documentation (e.g., checkboxes as opposed to free text) may also be required, as the nurses had a difficult time documenting the strategies recommended and used.
Many leaders have advocated for increased nursing education as a strategy for reducing cancer burden in low-to middle-income countries (Sheldon et al., 2013; So et al., 2016) . Strategies often focus upon entry-level and continuing education curricula. Embedding education within an intervention implementation project could have some advantages in enhancing nursing education. The nurses not only received structured training in symptom management, but the intervention delivery offered them repeated practice in utilization of the strategies and gave them an explicit new role within the clinical care system. The nurses reported pride in their new skills and enhanced professional role, although they indicated further modifications to the existing care system would be needed to fully support and accommodate this role.
This study generates a number of avenues for future implementation research. Descriptions and outcomes of local adaptations are much needed within implementation science (Chambers & Norton, 2016) . Future studies should strongly consider audiotaping the sessions to better understand both the fidelity to treatment and the degree to which any deviations or adaptations by nurses could enhance or minimize effectiveness. A logical next step is to determine the comparative effectiveness of two approaches: using the ENABLE framework to proactively call participants versus using the framework to guide responses to a hotline that patients could call when symptomatic. The former approach is more labor-intensive, but these data suggest the hypothesis that the proactive approach could yield greater benefits in treatment adherence. A hybrid study, in which both effectiveness outcomes and implementation outcomes are collected (Curran, Bauer, Mittman, Pyne, & Stetler, 2012) , would be an ideal design for that research question. Finally, future implementation studies will need to explore implementation strategies such as task shifting and intervention mapping to maximize the fit between the intervention and the local setting.
The following limitations arise from the pragmatic nature of this feasibility study and should be considered when interpreting these findings. First, the nurses' competing workload limited their ability to comprehensively document the telephone sessions. As such, we do not have data on the length of calls, the time spent documenting or checking with doctors, or reviewing medical records. While the participants who used a symptom management technique indicated that it helped them the majority of the time, we do not know what strategies were most effective and what occurred in the other sessions (i.e., whether nurses did not recommend a strategy or whether the participant did not use the recommendation). In addition, the session logs were our only mechanism for exploring the nurses' fidelity to the ENABLE structure, so we do not have a clear picture of fidelity and the exact process by which the calls were conducted. Second, we did not formally back-translate the treatment manual content, instead relying upon bilingual research team members to clarify and verify the accuracy of the translation. And, finally, we interviewed a convenience sample of patient participants and we did not audio record and transcribe the interviews, instead relying upon notes taken by the interviewer without formal member checking or verification with participants.
This feasibility study in which we adapted and implemented a nurse-led, telephone-delivered symptom management for adults undergoing chemotherapy for cancer was generally acceptable to participants and staff as indicated by high rates of enrollment and retention. Within the telephone sessions, they discussed a wide variety of symptoms for which the tailored approach was helpful and appropriate. Calling participants twice a week was impractical; however, weekly telephone sessions were generally feasible, with 70% of the attempted contacts resulting in a session. Future implementation would be more sustainable if (a) contact with caregivers was encouraged; (b) cancer center leadership supported the work by giving nurses dedicated work space and hours in which to complete the intervention; and (d) a computer-based log could be used to streamline documentation in real time.
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